A fter reading the brilliant article entitled "Prevention and Management of Rhinoplasty Complications" by Cochran and Landecker, 1 we would like to provide details derived from our personal experience, with special regard to preventing some of the complications described.
Retrospective analysis of the case records reveals the absence of infective complications, septal hematoma, and intranasal adhesions. The sample analyzed consisted of 865 septorhinoplasties filed on a medical database over a period of 22 years, from 1985 to 2007. The operations were performed by the senior author (V.A.) without antibiotic prophylaxis and with the routine use of x-ray films shaped with Mayo scissors intraoperatively and fixed on each side of the nasal septum (Fig. 1) . The x-ray films are cut into 10 ϫ 10-cm squares and kept sterilized. At the end of the operation, they are cut into the shape of the "setting sun" (i.e., a back straight base with a superior flattened curvature, smaller than the undermined area). The bases are placed on the floor of the nasal cavities and positioned on each side of the nasal septum using the appropriate anatomical forceps; a single transfix stitch of 2-0 silk is applied. The stitch is not strongly knotted to prevent necrosis of the mucoperichondral layer. The anterior edge corresponds to the transfixing incision but reaches the columella when containing a graft. Care must be taken to avoid a sharp anterior extremity of the x-ray "minifilm," to prevent potential decubitus and patient discomfort. Furthermore, the minifilm proves useful when the mucoperichondral layer of the septum is torn off accidentally. They are usually removed on the seventh postoperative day along with the nasal plaster, and on the fourth postoperative day in septoplasty cases. 2, 3 Occasionally a reactive fever caused by a foreign body can arise and resolves once the devices are removed.
Two additional advantages emerge. First, our method is a useful way of recycling, as it saves money compared with expensive devices. Second, the minifilm consists of activated silver salts on polymeric material, and the antiseptic properties of Ag ϩ ions are well known. Indeed, it could probably be effective in preventing infections of the endonasal incisions, though that would necessitate adequate studies. Moreover, successful control of septal hematoma and intranasal adhesions is achieved thanks to the uniform compression obtained on the one hand and to the protective barrier preventing abnormal bridge scars that could lead to nasal valve incompetence on the other. 3 Postoperative patient care consists of physical rest for 20 days in a place with a temperature as constant as possible, around 17°C (avoiding sources of heat), to prevent Copyright ©2009 by the American Society of Plastic Surgeons postoperative bleeding. This complication was seen occasionally in our experience (0.5 percent) and was characterized by spontaneous resolution; nasal packing was rarely required.
Core Fat Graft Transplantation for Depressed Scar
Sir: W e read with interest the article entitled "Facial Augmentation with Core Fat Graft: A Preliminary Report" by Guyuron and Majzoub. 1 We would like to compliment the authors on the results of their study, which are very encouraging and point the way to better fat grafting. The authors discuss the use of easy en bloc fat graft harvesting in an atraumatic way for facial augmentation. The technique shown was quick and easy. We present two cases in which the same technique was used for correction of depressed scars on the arm and buttock.
In case 1, a 43-year-old woman presented with a tiny depressed scar in the deltoid region of her right arm caused by overcorrection of a keloid scar with a corticosteroid injection (Fig. 1, left) . Surgery was performed under a local anesthetic in both the donor and recipient areas. An obliquely trimmed 1-cc syringe was used to harvest 3 cc of fat from the paraumbilical region. The graft was injected to obtain a slight overcorrection. At the 3-and 6-month follow-up visits, correction of the defect was maintained (Fig. 1, right) .
In case 2, a 35-year-old woman was referred to us for a small depressed scar on her left buttock following multiple hormonal injections. We used the same technique as described above. Under local anesthetic, 4 cc of core graft was harvested from the paraumbilical region and injected in multiple separate blocks to obtain correction of the scar. At 6 months, minimal absorption was recorded. The use of fat grafts under depressed scars is well known as a technique that not only relieves the depression but also seemed to soften or even completely eliminate the scar, making it look like normal skin. 2 The method shown by the authors is easy and practical under local anesthesia; there was no need for any mechanical manipulation, such as centrifugation, washing, or filtering. The graft was injected in multiple separate packets to increase the contact area with the host bed and to enhance graft survival. 3 The core graft was stable with long-term maintenance, which may be related to the atraumatic handling of the graft.
We believe the core graft technique is a useful and reliable tool as permanent filler for any small area. DOI: 10.1097/PRS.0b013e31819e5a70
Reply

Sir:
I am delighted to hear that Dr. La Rusca and colleagues have had a positive experience with the core fat graft. This technique has become the main source of fat transplant in my practice, and I have even been able to use the circular, sharp Coleman cannula for harvesting fat in a similar manner when less volume is needed. In fact, if one tries to suction the fat initially with conventional suctioning techniques and uses the coring technique with the same syringe and cannula, one will notice that there is a visible difference in the quality of the fat that is being harvested. Over the years, I have also become convinced that fat harvested from different sites behaves differently. In fact, for reasons that we need to investigate, fat harvested from the gluteal region has a higher chance of success. As Peer has indicated and as has been corroborated with recent studies by Pu et al., 1 the higher the number of live fat cells, the more volume that will be retained. Intuitively, this technique provides a higher number of live fat cells. However, we must conduct more studies to confirm or reject this point.
Nothing is more gratifying than confirmation of the success of an operation by an independent group who has no bias in their reports. The authors documented that nerve branches enter the rectus muscle mainly from its posterior surface more medial than the lateral row perforators.
Avoiding Denervation of Rectus Abdominis in DIEP Flap
1,2 As medial row perforators were not related to these motor nerves, the authors suggested that these perforators are ideal for inclusion in abdominal flaps. 1 We agree with the authors that the dissection of a dominant lateral row perforator, although usually more straightforward due to a short intramuscular course, 3 carries higher risk of muscle denervation. The authors confirmed with histologic analysis the presence of a nerve plexus running with the lateral branch of the deep inferior epigastric artery, but not with the medial branch. Despite this important finding, we believe that the dissection of a medial row perforator may present risk of rectus muscle innervation, as well. Interestingly, Hammond et al. 4 reported that although most nerves enter the muscle in the lateral third, nerves were also noted to pass two-thirds of the way under the muscle to enter the medial third. It is also our experience that, during deep inferior epigastric artery perforator flap dissection, occasionally motor nerves are noted to enter the muscle at the junction of its middle and medial thirds. Moreover, a medial row perforator may present a long and oblique intramuscular course ( Fig. 1 ) that traverses the motor nerves, and its dissection may jeopardize the anatomic continuity of these nerves.
Computed tomography-microangiography revolutionized the planning of abdominal flaps and enabled Volume 123, Number 4 • Letters us to identify perforators from the deep inferior epigastric system that follow a retromuscular plane and then either pierce the deep fascia in the linea alba (paramuscular perforators) or pierce the most medial part of the muscle, have a short vertical intramuscular course, and then pierce the deep fascia (paraneural perforators). Both types of perforators essentially have a retromuscular course and, most importantly, a paraneural course, since they emerge medial to the rectus motor nerve supply. To ensure the paraneural course of the perforators with the minimal medial trajectory, we have included in our criteria only those vessels that perforate the undersurface of the muscle less than 15 mm from its medial border (Fig. 2) . This distance corresponds to one fourth of the rectus width on average, which is unlikely to involve segmental nerves. 1, 2, 4 We reviewed retrospectively the computed tomography-microangiography scans of patients who under- Fig. 1 . Medial row perforator (long arrow) and lateral branch of the deep inferior epigastric artery (arrowhead). The perforator pierces the muscle at a distance 31.36 mm from its medial border, which corresponds to half the width of the muscle (57.58 mm). The perforator will follow a long oblique intramuscular course and will pierce the deep fascia (short arrow) 14.21 mm from the rectus medial border.
Fig. 2.
Paraneural perforator (arrow) and lateral branch of the deep inferior epigastric artery (arrowhead). After taking a retromuscular course, the perforator pierces the muscle at a distance 10.82 mm from its medial border, which corresponds to one-fifth of the muscle's width (60.21 mm). The perforator will follow a short rectilinear intramuscular course and will pierce the deep fascia (short arrow) 4.74 mm from the rectus medial border.
went breast reconstruction in our unit and recorded that 25.8 percent of the abdominal walls had a dominant paramuscular perforator and 20.6 percent had a dominant paraneural perforator. In other words, in almost 50 percent of cases, a deep inferior epigastric artery perforator flap could be based on a perforator with no impact on rectus muscle innervation. Between a dominant lateral row perforator and a dominant medial with long intramuscular course perforator, we favor the latter, because it is more centrally located and is not associated with a nerve plexus, as Rozen et al.
1,2 have documented.
Reply
Sir:
We thank Dr. Gravvanis et al. for their interest and discussion of our recent anatomical studies relating deep inferior epigastric artery (DIEA) perforators to the innervation of rectus abdominis during DIEA perforator (DIEP) flap harvest. 1, 2 The discussion by these authors is certainly of interest, as the sparing of these motor nerves is essential to maximize the donor-site benefits of this muscle-sparing procedure. The findings of our anatomical study highlighted that the motor nerves innervating the rectus abdominis are intimately associated with the lateral-most branch of the DIEA and the perforators that it distributes. The medial-most branch of the DIEA (if present) is not associated with these nerves.
It is important to note from these findings that in up to 30 percent of cases, there is only a single branch of the DIEA, in which this branch is associated with motor nerves. 3, 4 Another important point is that although the motor nerves encroach upon the rectus in a segmental fashion, they are distributed within the muscle with extensive branching. Ultimately, all rectus muscle is innervated, and thus there are small nerve fibers throughout the medial muscle. The major nerve branches, however, are associated with the more lateral perforators.
The authors go on to describe medial row perforators, using the term "paraneural" to describe those perforators selected on preoperative computed tomographic angiography that follow a very medial course and avoid these nerves. Although perforators can be selected preoperatively on computed tomographic angiography based on location and course, the relationship to motor nerves is not possible on computed tomographic angiography. Given the variation in the course of the motor nerves, it would seem that labeling perforators as "paraneural" preoperatively would be imprecise and would have high false-positive and falsenegative rates (by missing cases where the nerve may have an unusually medial course, or missing many cases where there is only a very lateral nerve and all perforators are in fact paraneural).
The authors also describe a "paramuscular" perforator as a perforator that pierces the deep fascia in the midline to avoid an intramuscular course altogether. We have utilized this term in the past to describe a perforator that not only has a paramuscular penetration pattern but also runs throughout its course medial to the medial border of the rectus abdominis. In other cases, where the penetration of the deep fascia is in the midline but the perforator then has a retromuscular course, the term "circummuscular" has been applied (Fig. 1) . 5 These perforators have long been described, with Godfrey et al. 6 first describing these perforators, after identifying two cases intraoperatively, as medial row perforators that avoid an intramuscular course. Subsequent case reports have increasingly described these variations, [6] [7] [8] [9] and this has particularly been the case with the more widespread use of computed tomographic angiography to aid visualization of this anatomy.
In our own experience using preoperative computed tomographic angiography for DIEP flaps (150 patients), we have encountered a circummuscular course in 15 percent of patients. A large medial row perforator that also avoids the motor innervation of the rectus abdominis would also be present in the significant majority of other cases. In our cadaveric dissections, we similarly found the intramuscular course of perforators to show marked variability. 10 The authors have continVolume 123, Number 4
• Letters ued to demonstrate the wide variation of the vascular anatomy of the abdominal wall, and further affirm the benefit of preoperative computed tomographic angiography before use of DIEP flaps.
Reoperation: Rationalization or Good Care?
Sir: I n our editorial "Is Reoperation Rate a Valid Statistic in Cosmetic Surgery?" 1 we reviewed some subjective features of cosmetic surgery that could prejudice reoperation rate, in both a positive direction and a negative direction, bringing into question the validity of this statistic as a valid benchmarking criterion. In his editorial "Reoperation as a Benchmark: The Rhetoric, the Logic, and the Patient," 2 Dr. Tebbetts refutes this as a rationalization that he believes ultimately works against the patient. He states, "What should matter most to every surgeon is the patient. What matters most to patients is their outcome." However, while the editorial repeatedly states that the patient's needs are foremost, its arguments contradict this point.
The editorial calls for eliminating subjectivity in favor of science. The logic falls short in its failure to accept that there is a subjective aspect to cosmetic surgery (and often this is the only aspect a patient con- siders). The justification for cosmetic surgery is to improve the patient's self-image by improving his or her appearance. How do we make one's feelings about one's self-image scientific? The improvement of the patient's self-image through surgery must include an assessment of the patient's goals. Similarly, that patient's opinion in regard to the result is relevant and must also be considered by the surgeon. In aesthetic surgery, there must be a balance between use of good scientific data and a patient's subjective opinion. Employing strictly objective "processes" that disregard the patient's satisfaction with his or her outcome is the ultimate rationalization by an aesthetic surgeon.
No patient wants to have a secondary procedure, and as surgeons, we would prefer to avoid reoperations as well. But no patient wants his or her surgeon to ignore the patient's subjective concerns on principle alone. It is the rare case that the surgeon initiates revisional surgery for aesthetic indications; rather, it is the patient's subjective goals that drive reoperation. The surgeon is simply the gatekeeper to reoperation. And certainly all will agree that excessive risk should be avoided both in primary and secondary procedures. However, if one's goal is to avoid all risks that are not indicated by strictly objective criteria, one should avoid aesthetic surgery altogether.
When patients are considering a revision, they should be counseled just as they were for the first surgery. The patient should be an active participant in the decision to go forward with surgery or not. If a patient's goal is realistic and the surgeon feels he or she can achieve that goal without unacceptable risk, then a reoperation is not just appropriate but desirable. Reoperations may not be good business nor absolutely scientific, but, in our opinion, appropriate secondary surgery is in the best interest of the patient. 
Reply
Sir:
The authors are mistaken. My editorial did not, as they suggest, neglect the patient's subjective needs. It did contain a strong message about subjectivity versus science. The message in the editorial is that surgeons should prioritize objectivity over subjectivity and science over opinion if optimal patient outcomes in breast augmentation are the goal. History, U.S. Food and Drug Administration premarket approval data, and published data in this Journal, not subjective opinion, prove that position. [1] [2] [3] [4] [5] [6] [7] [8] As residents, when we were confronted with a patient who was supine, unconscious, had rapid, shallow breathing, and was as white as the gurney sheet, we were not taught to think, "I wonder if she is sick? I wonder what she thinks about whether she is sick? Maybe she knows better than I what is best for her at this point. If I treat her, and she's not quite happy, perhaps I can treat her again." We were taught to measure her blood pressure, pulse, and temperature and perform a physical examination, all of which generated objective data on which we based decisions for treatment. When we initiated treatment, we were not taught to think, "Maybe I'll just try this" or "this seems like a good idea" or "it's okay if it is not quite right the first time, I'll just adjust it later." Instead we based actions on scientifically validated processes that had been shown to optimize her chances of survival and an optimal outcome. Being an aesthetic surgeon, and the fact that aesthetic surgery is medically unnecessary, does not change the reality that optimal outcomes derive from implementation of scientifically validated processes-evidence-based medicine. Rationalizations that somehow aesthetic surgery is different, and that aesthetic surgeons can acceptably rationalize and prioritize subjectivity above objectivity, do not change reality or improve outcomes for patients. Optimal patient outcomes derive from evidence-based medicine, even in aesthetic surgery.
Decisions determine outcomes. Surgeons cannot deliver what surgeons and patients cannot define. When surgeons utilize subjective processes or indefinable cup size for implant sizing, implant selection, and informed consent, it is not surprising that a substantial number of patients who were "satisfied" return and request changes or larger implants. History clearly shows the price patients pay when surgeons use subjective methodologies and rationalize reoperation rates: a consistent, three-decade track record of up to 23 percent reoperation rates in independently supervised, Food and Drug Administration premarket approval studies in just 3 years after augmentation. [1] [2] [3] [4] [5] [6] [7] Contrast that 23 percent reoperation rate with what is possible for patients in a Food and Drug Administration study with the same follow-up when objectivity and proved processes are applied to their care: a zero percent reoperation rate at 3 years, obtained by applying proved processes derived from evidence-based clinical studies. 8 Three decades of prioritizing subjectivity over objectivity (with the convenient exclusion of accountability, except in independently monitored Food and Drug Administration studies) has generated a factual track record that does not bode well for patients, despite subjective arguments about "patient satisfaction." When surgeons argue subjectivity and the right of patients to choose whatever they want whenever they want, those surgeons rarely mention that informed consent law is not discretionary to surgeons. Surgeons are responsible for Volume 123, Number 4 • Letters ensuring that patients understand and take responsibility for the potential consequences of their choices, not simply for performing operations because the patient requests one and is willing to pay. Many reoperations, including many reoperations for size exchange and minor asymmetries, do nothing more than give the patient a different set of differences and a greater risk of irreversible tissue compromises, damage, and uncorrectable deformities from larger implants.
Quoting the authors, "Employing strictly objective 'processes' that disregard the patient's satisfaction with his or her outcome is the ultimate rationalization by an aesthetic surgeon." Disregarding the word "strictly," I suggest that the ultimate rationalization by an aesthetic surgeon is reiterating faulty initial rationalizations that are based on opinion instead of data. Data that support my opinions are a matter of record in this Journal.
1-8 I welcome a refutation based on data instead of opinion, because better processes and outcomes based on data and science deliver what we all want: better recovery and outcomes for patients (that can be confirmed by evidence-based, objective data). 
Reply
Sir:
We appreciate Dr. Freshwater's comments. Thumb replantation is a technically difficult procedure. Comments and discussion about this procedure should benefit us all.
The intent of the article was to present a different technique for revascularization of an amputated thumb. The technique combines a vein transposition from the dorsum of the index metacarpal to the thumb, providing venous outflow with one anastomosis. An arterial conduit, rather than a venous conduit, is used to re-establish arterial inflow. As cited, others have described these techniques for different circumstances. We combined these techniques to provide blood supply to the replanted thumb.
Our data do not allow us to claim that this technique is better than another. Rather, it is a suitable alternative. Arterial grafts have advantages and disadvantages over vein grafts. The article discusses these elements. Having used both arterial and venous grafts, we prefer arterial grafts, but we cannot prove that they are better. To our knowledge, to date, the use of an arterial graft has not impaired subsequent medical care to a patient. Our patients have had no local vascular issues following arterial graft harvest. Our cardiac surgeons do use radial artery for coronary bypass but have not progressed to using the deep inferior epigastric artery. In that regard, our patients have been fortunate.
Are arterial grafts more than is needed? We cannot say. Have we used a free flap for reconstruction when a less invasive technique would have allowed healing of a wound? Yes. But in the end, the sum total of the advantages and disadvantages of the free flap outweighed that of the less involved alternatives. We believe the same is true of arterial grafts in this instance.
We appreciate the reviewer's insightful comments on our article and will incorporate them into future medical decisions. Their comment that "no other individual in society is required to work for free" suggests a need for looking back in the causal chain to find out why this is the case. The reason is that doctors are the only individuals who do not insist on being paid for their work. For example, in my state (Maryland) attorneys perform millions of dollars worth of work for virtually every hospital and they are paid fair and reasonable fees by the hospital. A contract that would require an attorney to work for free would be laughable.
Yet this is exactly what doctors accept. Doctors should understand that the bylaws of the professional staff at each hospital represent a contract between the hospital and the doctors, and we will live and die by this contract. Unfortunately, the bylaws are years out of date and look out for the interests of the hospital only, because they were authored by hospital attorneys. A reasonable contract addresses the concerns of all of the parties, but the doctors need to insist on changes. In fact, Zbar et al. wisely point out in their article that "the ethical surgeon must address any onerous on-call requirements through the bylaws of the medical staff." This is an area where our local plastic surgical societies can make a real contribution. Members can make their voices heard loud and clear for fair and reasonable rules, working conditions, and/or compensation for work performed for the hospital by insisting these be placed in the bylaws. DOI: 10.1097/PRS.0b013e3181a094f1
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